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£ opg| “This Plan of Correction is prepared and
submitied as required by law. By submitting
this Plan of Correction, Westmoreland Health

F 00O { INITIAL COMMENTS

An annual Recertification survey was conducted and Rehabilitation does not admit that the
from 9/26/17 through 9/27/17, at Weslmereland deficiency listed on this form exist, nor daes the
Health and Rehgb)lltatlon Center. Tr‘le facility was Center admit to any statements, findings, facts,
found ta not be in substantial compliance with the or conclusions that form the basis for the
L%%;%;g:: g;?e?{?aiﬁl ;6853' Requirements for alleged deficiency, The Conter roserves the
F 315 { 483.25(e)(1)-(3) NO CATHETER, PREVENT UTL, | F 315 fﬁ;ﬁ;’;ﬁﬂlﬁ“ﬁf&iﬁ%: ’:ﬁi"g,,";f;ﬁ,‘:ﬁ‘;‘}’ o
§s=D | RESTORE BLADDER statements, facts, and conclusions that formg the

(&) Incontinence basis for the deficiency.”

(1) The facility must ensure that resident who is 315
continent of biadder and bowel on admlssion How the corrective action(s) will be

receives seyvicas and assistance to maintain

continence unless his or her ¢linical condition is accomplished for those residents

or becomes such that continence is not possible found to have been affected by the

te maintain. deficient practice. 10/20/17
(2)For a resident with urinary incontinence, based The Foley Catheter was discontinued

oh the resident's comprehensive assassment, the for resident #194 on September 3

facili ure that- .
aailly must ensure tha 2017, prior to the Survey.

(i) A resident who enters the facility without an

Indwelling catheter is not catheterized unless the How the facility will identify other

resident’s ciinical condifion demonstrates that Residents having the potential to be

catheterization was necessery; affected by the same deficient
practice.

(i} A resident who enters the faelllly with an
Incdwelling catheter or subsequently roceives one

is assessed for removal of the catheter as scon An audit on all residents with

as possible unless the resident's clinical condition indwelling urinary catheters will be
demonstrates that catheterization is nacessary completed by the Director of Nursing,
and ‘ Asgistant Director of Nursing, or

(1) A resident who Is Incontinent of bladder Nursing Supervisors by 5/27/17 to
receives appropriate treatment and 3ervices to ensure all residents with an indwelling

prevent urinary tract Infeclions and to restore urinary catheter have an appropriate
continence Lo the extent possible. diagnosis.

LABORATORY ?ETS?R P{E_C{B R/IGUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (%8) DATE
122 A AN Mmmmémfnr [O0-19-17

Any deficiency sla&%‘ncnl onding \m@én‘?asleﬂsk (*} denoles a deficiency which the institution may be excusad from cosrecting praviding it Is determined thal
other saleguards fovido sufficlent proteclion to the palienls. {(See inslrucllons,) Except for nuralng hemes, the findings stated shove are disclogable 90 days
following the date of survey whether or nat a plan of corection % provided. Far nursing homes, the above findings and plangof correclion are disclosable 14
days fellowlng the date these documanls are made avallabie |a the facilily. If deflctshctes are cited, an appraved plan of correction Is raguisile to continued
progrem paricipation.
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‘What measare will be put in place or
systemic changes made to ensure that
the deficient practice will not recur.

F 315 | Contlnued From page 1 F 315

(3) For a resident with fecal Incontinence, bassd
on the resident's comprehiensive assessment, the All licensed murses will be in-serviced

facility must ensure that a resident who Is . \ ..
incantinent of bowel receives approprlate by the Director of Nursing explaining

freatment and services to restore as much normal importance of notifying Medical
_l;o‘f"’ﬁ" functlon as possible. Director to obtain an appropriate
b;:'s REQUIREMENT s not met as evidenced diagnosis for an mdwelling urinary
Based on medical record review snd interview, catht.:tcr if diagnosis is not present or
the facility falled to ensure medical justification, obtain an order to discontinue the
and obtain & physlclan's order for the use of a indwelling catheter. The in-servicing
urlnary catheter for 1 resident (#184) of 3 will be for 100% of licensed nurses and
residents reviewed for urinary catheter use, of 31 1b ed byl0/20/ 1
sampled residents ' will be completed by10/20/17. Al new
hired licensed nursing staff will receive
The findings included: in-servicing during their orientation
. o ) period. The Director of Nursing,
Medleal recard roview revealed Resident #104 Assistant Director of Nutsing, or

was admitted to the faclllty on 6/26/17 with S ) ) .
diagnoses including Hypothyroidisem, Type 2 Licensed Nursing Supervisors will

Dlabetes, Urtnary Tract infection, Dystipidernla, complete a monthly indwelling urinary
Aphasia, Overactive Bladder and Glioblastoma. catheter audit monthly x 6 months to
ensure cornpliance. The Director of

Medical record review of the Admission Minimum . . .
Nursing or Assistant Director of

Data Set (MDS) datad 7/3/17 revealed Resident

#194 had an indwelling urlnary catheter, Nursing will review all new admissions
in the clinical meeting held daily (M-F)

Medical record review of Nurse's Notes dated for the next 6 months and randomly

B8/26/17 revealed "...Resldent has [urinary) thereafter where an indwelling urinary

catheler 18{r [French]...insertion date 6/22/17.." ) .
= catheter is in place and the appropriate

Medtcal record review of Admission Orders dated : diagnosis is obtained.
B/26/17, sent from the hospital to the facility,
revealed no documentation of an order of a
arinary catheter.

Medical record review of facility documentation
revealed no order for Resident #184%s urinary
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How the facility will juonitor ifs
F 315 | Continued From page 2 F 315|corrective actions to ensure the
catheter. deficient practice is being corrected
and will not recur.
Medical record raview of Urinary Continence
Evaluatlon datad 6/26/17 revealed no The Dircc‘tor GfNursing or Assislant
documentation of medlcal Justification for the use Director of Nursing will present
af the urlnary catheter. , A .
findings of the Indwelling Urinary
Intesview with the Director of Nursing (DON) on Catheter Audit to the Quality Assurance
82717 at 9:40 AM, in the facility class room, Performance lmprovement Committee
corfirmed "...The physician does the orders on o . :
what hospital orders the resident comes viith...” (members mcmdgl;l(;qmmmfc —
Continuad intervlew confirmed the facility did not Chﬂnpe.rson—— A' inistrator; Director
require an order for an urinary catheter. of Nursing; Medical Director; Dietary
) Director; Pharmacy Representative;
Interview with the DON on 9/27/17 at 10:40 AM in Social Services Director: Activities
the DON's offlce, confirmed “...Don't need a.cath Director: Brvi ta]=D' ector/
(catheler) order like if a resident came with a 1ector; tuvironmen Irector
trach we would just follow those previous Safety Representative; Infection Contro]
orders...” Representative/Staff Development
. Coordinator; Rehabilitation Director;
Interview with tha MDS Coordinator on 8/27/17 at : - : ’
11:08 AM, in the facility classroom, confirmed an Certified Nursing Assistant, and
averaclive bladder was nol an indication for use MGd"ca% Records Director) for farther
of an uripary catheter based upon MDS suggestions and/or follow up as needed
guidelines. : each month for the next 6 months.
Interview with the Regional Quality Spedialist on
92717 at 11:15 AM, In the faclilty classroom,
conjirmed the facliity failed to provide a2 medical
justification for Resident #194's [urinary] catheter. F431:
F 431 | 483.45(b)2){3)}{g)(h} DRUG RECORDS, F 431
s5=p | LABEL/STORE DRUGS & BIOLOGICALS How the corrective E'ICtiDn(S) will he
The facllity must provide routine and emergency accomplished for _ﬂl_ose residents
drugs and blologicals lo its residents, or cbtain found to have been affected by the
them under an agreement described in deficient practice. 10120117
§483.70(g) of this parl. The facility may permit
unlicensed personnel to administer drugs if State
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The pudding/mutritional supplements
F 431 i ;
ContlrnllljedddFrom I?atgz 4 Sehadule Il of (h F431) were removed and placed into the
conlrolle fugs lisied 1in oehedule 1 o e wres . H . o hC
Comprehenslve Drug Abuse Prevention ‘and nwutl itional 1.Zﬁ1g§1 atc??s 29’;27{]1‘;' T
Control Act of 1976 and othsr drugs subject to ine (considered a drug = alcohol) was
abuse, except when the faciiity uses single unlt left in place because of request from
package drug distribution systems in which the family.
quantity stored is minimal and a missing dose can
be readily detected. Ho Y oy s ; .
. . : w the facility wil) identify other
his NT i . N .
gy.l REQUIREMENT s not met as evidenced Residents having the potential to be
Based on revlew of facility palicy, obsesvation, affected by the same deficient practice.
and intervlew, the facility failed to separate
medications and food in 1 of 3 medication "| All'vefrigerators for medications were
refrigerators. inspected on 9/27/17 to ensure o :non-
The Rndings includsd: medications were stored.
Review of the facility pollcy Storage of What measure will be put in place or
Medicalions, revised 4/2007, revealed systemic changes made to ensure thai
"...medjcalions requirlng refrigeretion must be the deficient practice will not recmr.
stored in a refrigerator located in the drug room at
the nurses* station or other secured lacation.. . ‘ . : : :
Medizations must be stored separatsly from food All ]lr?cnscd muscs. ‘r.!tll be m—‘srfmccd by
and must be labsled accordingly.. . i.:he Director Ole.us.lng explaining
. importance of ensuring that only
Observation wilh Licensed Practical Nurse #1 on medications requiring rofrigeration will
Of27H7T at 10:55 AM, in the 100 Medicafion be stared in the medication refrigerator.
Slorage Room,reveledn e kcked medicator The in-servics il bo for 100% of
i ona - .
supplement, 1 howl of pudding, and 1 large box hf}ensm.i nursc§ by 1[.}’!2.0”7 afld all nlcw-
of white wine. Further chservation revealad hires will receive weining during thejr
medications including narcotics stored [n the orientation peried. The Director of
refflgerator. Nursing or Assistant Director of Nursing
ntervi ith the DI t N N Py— will monitor the medicetion refrigerators
nterview with the Dlrector of Nursing en S i o K
at 11:00 A, In the Conference Room, confirmed g_bcgm;mg %{0!24117) 3t rlnfsf.’ N wie
the facility failed to store medications separately IMES % WEEKS, el weekly LUmes
from food in the medication refrigerater. weeks, then monthly times 2 months thex
randomly thereafter.
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N 002| 1200-8-6 No Deficiencies nogz  [How the facility will monifor its

During the Licensure survey conducted on
September 25-27, 2017, at Westmoreland Health
and Rehabilitation, no deficiencles were clled
under chapter 1200-8-6, Standards for Nusslng
Hemes.

corrective actions to ensure the
deficient practice is being corrected
and will not recur.

Results of the Medication Refrigerator
Audit will be reported to Quality
Assurance Performance hnprovement
Committee (members include:
Committee Chairperson

A dministrator; Director of Nursing;
Medical Director; Dietary Director;
Pharmacy Representative; Social
Services Director; Activities Director;
Environmental Director/ Safety
Representative; Infection Control
Representative/Staff Development
Coordinator; Rehabilitation Director;
Certified Nursing Assistant, and
Medical Records Director) for further
sugpestions and/or follow up as needed
monthly for the next 4 months.
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